It was a pleasure to read the review in JRSM 1 of an aviation medicine topic based on fact rather than emotional opinion. However, when considering the aircraft cabin environment it is incorrect to state that the cabin pressure is standardized to an equivalent of 8000 feet.
The regulations 2,3 stipulate that the maximum cabin altitude should not exceed 8000 feet during normal operations, and, in fact, at usual cruising altitude the cabin altitude rarely exceeds 6000 or 7000 feet in a modern jet airliner.
Finally, the authors should have credited Boeing as well as Airbus with announcing a maximum design cabin altitude of 6000 feet, which they did for the new Boeing 787. Mr Cayton has made the very useful contribution of reminding us that language, however simple, always gives away our attitudes. 1 Much research has shown that most of these attitudes are both communicated and received unconsciously. I recently reviewed the unconscious attitudes portrayed in information leaflets given to patients attending departments of radiology in two teaching hospitals for day-case or outpatient procedures, using standard techniques in functional grammatical analysis. The leaflets were extremely courteous, as Mr Cayton recommends, but they consisted almost entirely of instructions: the patients were repeatedly put under social pressure to conform to the wishes and requirements of the radiology staff. On the other hand, there was no documentation of any requirement to respond to the patients' wishes and the staff themselves appeared to have an extremely authoritative position. Most surprising of all, the only route of communication of anything other than demographic details mentioned for the patients was by means of a formal complaint to the Trust authorities. This was all in spite of the fact that at least some of these leaflets had been approved by the central Trust information committee.
In this case, an obvious plea in mitigation is that patients have to be examined in a routine manner in order to produce reliable results, and I am not necessarily advocating a major change in our practice. What has surprised me is that, when these results were presented to them, none of the professional people involved realized that such attitudes could be communicated like this.
Thus, Mr Cayton's proposal of forced change of language will not usually affect underlying attitudes, as many health professionals do not always have insight into their own attitudes and their own use of language. Changing underlying attitudes, of course, will be much more difficult.
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Inconvenient truths
Ian Forgacs (December 2006 JRSM 1 ) confessed to being trapped by the conflict of interest generated by his moral allegiance towards the principles of the NHS and his ethical concerns regarding best practice for a particular patient. This was solved in that case by seeing the patient privately. We must assume that the personal financial gain did not enter into the equation. However, this solution can only be seen as a positive gain for the NHS if the patient can afford to pay. Dr Forgacs' ability to facilitate rapid resolution for a private patient's medical problem was because he was in control of the management process. The NHS situation could be improved if doctors were given the opportunity to exploit similar management pathways.
My approach was to develop my own outpatient IT system, so that from the receipt of the general practitioner communication the patient could be seen on any of the four weekdays on which I had a clinic. Clearly, I decided the degree of urgency but, when appropriate, I could see the patient on the next day. Any complex imaging process that might be necessary unfortunately fell into the NHS resource-driven black hole, because management refuses to run a theatre or scanner outside of 'normal working hours' unless the patient can stump up the associated fee.
My system met with managerial obstruction and resentment: patients loved it. Letters were only dictated on new referrals. The remaining correspondence was IT generated. The reduction in secretarial time was rewarded by reducing my access to secretarial help to 2½ days per week without the budget savings being returned to my speciality. (The penalty I paid for rocking the boat.) It is the numerous conflicts of interest within health-care provision which fuels the demand for and the acceptance of private practice.
Competing interests None declared. I was delighted to see an article in the JRSM on homeopathy, 1 but my pleasure soon turned to dismay when the terms 'quackery' and 'quacks' appeared no less than eight times on the first page. No prejudice or bias here then! The author's hostility and frustration could be clearly felt through the rambling and bitter prose. It is a puzzle why a proportion of one's colleagues become so very angry when the subject of complementary medicine is raised. Practitioners of complementary medicine, including homeopathy, are among the mildest mannered and most well meaning of individuals, who have only their patients' best interests at heart.
The idea that a doctor would go into homeopathy 'for the money' is ludicrous-there's precious little of that in it. What draws so many of our colleagues and their patients is disenchantment with the harshness and side effects of modern therapeutics. Homeopathy and other gentle complementary therapies are both effective and free of those side effects that so plague conventional medicine, with its mechanistic approach to human illness. Since we are all part of a caring profession, why should such an approach be so distressing to so many in the medical establishment?
The wiser heads among us realise that all forms of therapeutics have their place and that we should be grateful for the diversity of approach that so adds to the interest of the medical world. Homeopathy copes well with those awkward illnesses (e.g. skin conditions, depression and asthma) for which conventional medicine has few answers,
